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Arm vein conduit vs prosthetic graft in
infrainguinal revascularization for critical leg
ischemiaThis article presents one institution’s outcomes with
infrainguinal arterial reconstruction using arm vein and
prosthetic conduits.
Coding for lower extremity arterial revascularization is
based on inflow artery, outflow artery, and conduit. There
is no difference between the above-knee and the below-
knee popliteal artery for billing purposes. Additionally,
“femoral” in the CPT descriptions denotes either the com-
mon, superficial, or deep femoral artery. Conduit options
include “vein”, “in-situ saphenous vein”, and “other than
vein”. “Vein” comprises harvest and preparation of saphe-
nous vein from the same or opposite leg, whether it is
reversed or left in an orthograde configuration. No extra
coding is available for rendering valves incompetent.
“Other than vein” is appropriate when prosthetic material
(eg, Dacron or expanded polytetrafluoroethylene), umbil-
ical vein, cryopreserved vein, or an excised artery (eg, radial
or hypogastric) is utilized. Based on the introductory word-
ing in the subsection entitled “Arteries and Veins” within
the “Cardiovascular System” segment of the CPT manual,
all manipulation for the purpose of “establishing both
inflow and outflow by whatever procedures necessary” is
bundled. Therefore, endarterectomy or patch angioplasty
at the inflow/outflow vessel anastomosis is not separately
reportable. National Correct Coding Initiative (NCCI)
edit pairs have been created to that end.
Completion angiography is also bundled. However,
diagnostic angiography performed at the time of an inter-
ventional procedure is separately reportable if no prior
catheter-based angiographic study is available, a full diag-
nostic study is performed, and the decision to intervene is
based on this study. The addition of the -59 modifier to the
imaging codes is required for reimbursement in the uncom-
mon situation where no prior arteriogram was undertaken.
Completion duplex scanning is reportable based on the
introductory wording and the current NCCI edit pairs.
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794CPT code 93926 (duplex scan of lower extremity arteries
or arterial bypass grafts; unilateral or limited study) is
usually appropriate in this circumstance with the -26 (pro-
fessional fee only) modifier.
A femoral artery to popliteal artery bypass using in-situ
greater saphenous vein is illustrated by CPT code 35583. If
the outflow artery is more distal, a femoral artery to tibial
(or dorsalis pedis) artery bypass, is exemplified by CPT code
35585. When the inflow artery is the popliteal artery, an
in-situ saphenous vein bypass to a tibial (or dorsalis pedis
artery) artery bypass requires CPT code 35587. Excised
vein bypass codes comprise CPT codes 35556 (femoral-
popliteal), 35566 (femoral-tibial), 35570 (tibial-tibial),
and 35571 (popliteal-tibial). Prosthetic bypass options
include CPT codes 35656 (femoral-popliteal), 35666
(femoral-tibial), and 35671 (popliteal-tibial).
When veins are harvested for lower extremity bypass
from certain locations, several CPT codes have been cre-
ated to compensate the physician for the additional time
and intensity of the arterial reconstruction. Keep in mind
that add-on codes are not subject to multiple-procedure
payment reduction. If a single piece of arm vein is harvested
from the upper extremity, CPT code 35500 is reported as
well as the base “excised vein” bypass code as listed above.
If the bypass requires that vein be spliced using two pieces
from two separate locations, CPT code 35682 is added to
the base “excised vein” code. If the bypass requires that
vein be spliced using three pieces from two or more sepa-
rate locations, CPT code 35683 is added to the base
“excised vein” code. Remember that only one of the above
three codes can be reported in any given clinical situation;
CPT code 35500 is not reported in addition to CPT codes
35682 or 35683 and CPT code 35682 is not submitted in
addition to CPT code 35683. Lastly, if femoral vein is
harvested from one thigh, CPT code 35572 is used to
describe such an extensive dissection.
No matter how quickly a surgeon can perform a leg
bypass, redo surgery with scar tissue surrounding the prior
dissection imparts additional physician time and increases
the intensity of the operation. CPT code 35700 is an
add-on description, which denotes “reoperation, femoral-
popliteal or femoral (popliteal)-anterior tibial, posterior
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month after original operation (List separately in addition
to code for primary procedure)”. This attempts to provide
additional compensation for the added labor involved with
redo surgery. CPT code 35700 may be submitted to the
insurance carrier in addition to the arm vein harvest or
spliced vein descriptions previously discussed.
Two adjuncts are available to help increase the long
term patency of the reconstruction. CPT code 35685 is an
add-on used exclusively for prosthetic revascularizations,
which states “placement of vein patch or cuff at distal
anastomosis of bypass graft, synthetic conduit (List sepa-
rately in addition to code for primary procedure)”. Alter-
natively, CPT code 35686 is an option regardless of con-
duit and denotes “creation of distal arteriovenous fistula
during lower extremity bypass surgery (non-hemodialysis)
(List separately in addition to code for primary proce-
dure)”. These two descriptions, similar to all of these
add-on codes, are submitted in addition to the base bypass
CPT coding.When a patient has had a prior inflow reconstruction
(eg, aorto-femoral, ilio-femoral, or axillo-femoral), a
bypass which is anastomosed to the hood of the pros-
thetic graft at the “femoral” level proximally and run
distally to the popliteal artery qualifies as “femoral-
popliteal” for coding purposes. Likewise, some patients
may have had a prior infrainguinal revascularization and
then develop outflow arterial occlusive disease at the
popliteal or tibial segment. Autogenous bypasses which
augment the outflow from the “popliteal” graft level to a
tibial artery are considered “popliteal-tibial” (CPT code
35571), and those which originate at the “tibial” graft
level to a more distal outflow source would be “tibial-
tibial” (CPT code 35570).
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